Introduction
Indonesia has the 4 th largest population in the world after China, India, and United States. In 2050, around 26% of Indonesian population, or 72 million citizens, will be over 60 years old with 10 millions will be over 80 years old. 1 The current health status reports in Indonesia has reflected an apparent shift from communicable diseases to non-communicable or degenerative diseases such as hypertension, stroke, tumor/malignancy, diabetes mellitus, and coronary heart diseases. 1 This may be worsened by the presence of multimorbidity. There are only a very limited number of studies on multimorbidity in elderly are available in Indonesia. On reviewing data from the 2007 of QoL. In 2004, the WHOQOL BREF had been translated into Indonesian by Ratna Mardiati, Satya Joewana, Hartati Kurniadi, Isfandari, and Riza Sarasvita. Additionally, the questionnaires had been revised twice (in 2014 and 2016) by Fredrick Dermawan Purba. This questionnaire consists of 4 domains: physical, psychologycal, social relationship, and environment domains. The validity and reliability WHOQOl-BREF for Indonesian elderly was tested through a study conducted by Salim et al. 5 on 306 elderly. The result shows that WHOQOl-BREF is a valid and reliable instrument to measure QoL in elderly.
Quality of life measurement has not been widely performed in Indonesia. Therefore, this study aimed to analyze QoL in elderly based on age, gender, marital status, and education.
Methods
This was an analytical-comparative study on 88 out of 97 elderly (response rate was 90%). The study was conducted in Jatinangor, one of the suburb areas in West Java Province, Indonesia Inclusion criteria in this study were elderly people aged >60 years old, able to communicate effectively, and not suffering from dementia, which was proven by a mini mental state exam (MMSE) score of ≥23. Exclusion criteria were elderly who was not present during the study.
The sampling method used was multistage random sampling. In this current study, 6 out of 12 villages in Jatinangor subdistrict were selected. The population size off each village varied that a proportional sampling method was applied to obtain a proporsional sample size. After the sample size for each village was determined, simple random sampling was applied to choose one RW (Rukun Warga, a neighborhood unit) from every village. Respondents were then recruited according to the predetermined total sample size using consecutive sampling technique.
Prior to data collection, the objectives of the study were explained to the respondents. If the respondents understood and agreed to participate in the study, the respondents filled out and signed the informed consent provided. Afterwards, the MMSE test was performed and if the score was ≥23, the QoL measurement was then performed by using the Indonesian Version of WHOQOL-BREF. The questionnaire consists of 26 questions: 2 general questions related to respondents' perception on their overall QoL and health and 4 domains with the following details: physical domain with 7 questions, psychologycal domain with 6 questions, social relationship domain with 3 questions, and environment domain with 8 questions. A specific score of 1 to 5 was assigned to each question. After the total score of each domain was obtained, this total score was transformed using a transformation table into a scale of 0-100. The respondents' characteristics included in the study were age, gender, marital status, and education. The age was divided into two categories, 60-69 years and ≥70 years. Gender was classified as men and women; marital status was classified into married/still had a spouse and divorced/widower/widow while education was divided into 4 categories: no formal education, primary school graduate, junior school graduate, and senior high school graduate. A study by Silva et al. to assess the diagnostic ability of different cut-off points for the World Health Organization Quality of Life-Bref (WHOQOL-BREF) as a predictor of quality of life in older adult using a ReceiverOperating Characteristic curve (ROC) has discovered a critical value of 60 as the optimal cut-off point for assessing perceived quality of life and satisfaction with health. The area under the curve was 0.758. The QoL level was divided into 2 categories; good QoL with a score of ≥60 and poor QoL scored with a score of <60. 6 The collected data underwent a normality test using the Kosmogorov-Smirnov test. The results showed that the data were not normally distributed (p<0.05). Various statistical analysis were carried out in this study. To analyze the proportion differences of the respondents' characteristics, a chi square test was performed. Other statistical tests performed were unpaired test of 2 groups by using Mann-Whitney test, paired test of more than 2 groups by using Friedman test, Post hoc by using Wilcoxon test, and unpaired test >2 groups by using Kruskal-Wallis test.
Results
The study included 88 respondents with the majority of the respondents were 60-69 years and several respondents aged ≥70 years. The men and women proportion was equal. The results which were based on with or without spouse determined that those who had and did not have a spouse (divorced/widower/ widow) showed the same proportion. Most :36-41 respondents had lower education and only several graduated from high school (Table 1) .
This study revealed that most respondents' QoL based on several domains, including the physical, psychologycal, social relationship, and environment domains, seemed to be poor and scored less than 60 (Table 2) . Eventhough the QoL of each domain seemed to be equal, a statistical analysis using Friedman test indicated a significantly different score in 3 domains (p=0.009). To discover which domain had a different score, a Post hoc Wilcoxon test was performed ( Table 3 ). The Wilcoxon test result determined that QoL based on physical domain was lower than the QoL based on the social relationship domain (p=0028) while the QoL that was based on psychologycal domain was higher when compared to the that of the social relationship domain (p=0.001). The QoL that was based on social relationship domain was lower when compared to that of the environment domain (p=0.006) ( Table 2  and 
3).
A significant difference in the respondents' perception on their overall QoL and satisfaction to health based on age, marital status, and educational background was found in this study. The study also found that among the four WHOQOL-BREF domains, the physical domain showed a significant different median score based on education level while psychologycal, social relationship, and environment domains indicated significant differences based on age, marital status, and educational level (Table 4) .
Discussion
This study enrolled 88 elderly who lived in suburb of Bandung, Indonesia as respondents. Data revealed that most respondents had lower education. In general, the QoL in elderly based on all WHOQOL-BREF domains was lower and scored less than 60. The lowest domain score found in the study was physical domain. The result in this study was lower when compared to those of other previous studies by Campos et al. 7 in Brasil, Bishak et al. 8 in Iran, and Soósová et al. 9 in Slovakia. The differences of QoL scores in many countries arose from the facts that aging process is a complex and very individualistic process and influenced by various factors showing relations from one to another. 10 Economical, cultural, and educational factors as well as health condition can contribute to the QoL. 8 Another factor which can influence QoL is elderly stereotyping. 10 11 described that participation in social activities become a key to successfully achieve good QoL.
This study discovered that there was no difference in QoL between men and women based on the four QoL domains. Many studies in several countries showed different results. The study conducted by Bishak et al. 8 in Iran explained the same results as revealed in this study that no QoL difference between men and women. On a contrary, a study conducted by Campos et al. 7 in Brazil revealed difference QoL was found between men and women. The study also described that there were several factors which can contribute to QoL. In women, the physical health and psychosocial factors contribute to achieving a better QoL while in men, the socioeconomic, physical health, and psychosocial factors can contribute to gain better QoL. 7 A study conducted by Lokare et al. 12 stated that difference in QoL between men and women was found in physical and environment domains while in psychological and social relationship domains, no significant difference was identified. A study conducted by Nguyen et al. 13 has reported that QoL in elderly men was higher than in elderly women based on the four QoL domains.
In terms of the relationship with increase in age, increased age may decrease QoL. This is based on the finding that the QoL score in elderly aged ≥70 years was lower when compared to elderly whose age were 60-69 years. Aging is regarded as a multidimensional process of physical, psychological and social changes. 14 Physical changes in aging include decreases in organ functions, progressive changes of body composition, decreases in body lean mass and excess fat, as well as changes in bone density.
14 Social and psychological factors can contribute to QoL in elderly. Fewer numbers of friends, minimum family encouragements, worthless feeling, lower financial condition, depression, and lonely feeling can cause higher risk to QoL. 14 With or without spouse condition seemed to have a relationship with QoL. In this study, elderly without spouse presented a lower QoL score when compared to elderly who still had a spouse, particularly based on the of psychology, social relationship, and environment domains. This finding is in line with the results from a previous study conducted by Sherizadeh et al. 15 in Iran. The study explained that married elderly had a maximum score (53.56) when compared to divorced or widowed elderly (43.44). 15 Marital status significantly relates to mental health. Persons who still have a spouse showed better mental health when compared to those without a spouse. 15 Repondents in this current study had low education background. Most of the respondents graduated from junior school gaduates, or even lower level. This low educational background influences respondents' perception to QoL. A study by Sherizadeh et al. 15 discovered similar findings. A positive connection was revealed between literacy and QoL, which may relate to sufficient information received by elderly regarding health and the way to improve QoL.
15
Respondents with lower education create a limitation in this study due to the possibility that questions were not clearly comprehended by the respondent. Although, this study only analyzed the connection between elderly demography to QoL, the results also contain information which can be used by decision makers in developing distinctive programs for elderly.
It is concluded that QoL in elderly in suburb area is low. Physical domain presented the lowest score when compared to psychologycal, social relationship, and environment domains. No difference in QoL score was found between genders while age, with or without spouse, and education level contribute to QoL. 
